






   TrueCareTM                                                         Guarantor Information Form 

     English GIF _FINAL 12/18/2025 dc 

 

The following information is required annual ly  for each patient. Please note that all information is confidential. 
 

Patient Information 
Last Name First Name MI Date of Birth 

 
 

  
 

  

Guarantor Information (Responsible Party):  
Patient Relationship to Guarantor: *REQUIRED     ☐ Self     ☐ Mother / Father     ☐ Legal Guardian   ☐ Spouse    ☐ Other:  
Is the Guarantor a TrueCare Patient: *REQUIRED  ☐ Yes      ☐ No 
Is the Guarantor Employed  ☐ Yes ☐ No 

   Family Size, including myself   ________ 
   

   Annual Household Income      $____________________ 
 

If the Guarantor is not the patient, please fill out the next section: 
Last Name  First  Name MI Date of Birth 

 
SSN Birth Sex     ☐   Male ☐ Female 

 
  ☐   Address and Phone # are the same as patient 
 
Address          Apt./Unit City State Zip Code 

 
Please check primary phone     ☐ Home (          )                           ☐ Cell (          )                             ☐ Work (          ) 

List TrueCare Patients who share the Same Guarantor   
PATIENT NAME (First/Last) Date of Birth 

(mm/dd/yy) 

Guarantor Relationship to Patient 

   

   

   

   

   

   

   

   

   

   

 

 

  Assignment of Benefits 

 I hereby authorize the release of medical or any other information necessary to my insurance carrier(s), or agent thereof 
to satisfy claims processing. I also authorize payment of medical benefits to TrueCare for services provided.  

        

     Guarantors/Patient’s Signature: _____ Date:  __________ 
     (Parent, Guardian, Power of Attorney, or Caregiver). *Copy of legal documents must be scanned into patient’s account. 
 
 
 

[TrueCare Use Only]: Verbal consent obtained during a Virtual Visit or Written Consent via Legal Documentation. 

☐ Staff reviewed each section with the patient and obtained verbal or written consent to sign on the patient’s behalf. Staff Initials (             ) 

  ☐ Documentation obtained and scanned in patient chart: CA Form 6910 Filed OR 
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